confusion with the findings in athletic subjects. It is not true that the only form of screening which is practicable is a resting electrocardiogram, as suggested in a recent editorial (Lancet 1983) . The three-tiered system of evaluation suggested by the Canadian Federal Government (Shepherd 1984) , the first stage of which is a simple selfadministered questionnaire designed to detect medical conditions or CHD risk factors associated with an increased risk, may be an alternative. Trials of this type of questionnaire in Canada have suggested that it may detect and exclude at least half of those in whom an increase in physical activity would cause an increase in risk of a cardiac event. If the response to this test is positive, Shepherd (1984) advocates a paramedical fitness test and brief physical examination as the second stage of of the assessment and, thirdly, a physiciansupervised medical examination and exercise electrocardiogram, if this is felt necessary. Such a scheme is relatively inexpensive and might well have detected most of the squash players who died during play with medical conditions, and who are reported elsewhere (Northcote & Ballantyne 1985) .
Having identified those at increased risk, the system would allow for counselling of the individual on the desirability of exercise and choice of sport. Although exercise should be encouraged in most subjects, the form and intensity of exercise should be tailored to suit the individual's general fitness, health and age. It is inappropriate for subjects in the coronary-prone age group to resume physically exhausting exercise such as squash or marathon running in mid-life. Such a practice may be dangerous and is not apparently associated with a greater influence on the primary or secondary prevention of CHD than more gentle rhythmic forms of exercise, such as those suggested by Johnson et al. (1966) . Such a screening and counselling service should be established by the governing bodies of sport and the major sports centres. R During the first stage of labour there is progressive dilatation of the cervix and descent of the presenting part. The rate of dilatation of the cervix in normal labour has been shown to be 1 cm per hour or more, provided uterine contractions are adequate and there is no disproportion.
Increasingly sophisticated methods have been developed to evaluate uterine activity during labour. External palpation and tocometry permit only an appreciation of when a contraction occurs but give no information about quality or duration.
Intrauterine pressure can be measured by placing a fluid-filled polythene catheter connected to a pressure transducer, or a catheter-tip pressure transducer within the uterine cavity (Steer et al. 1978) . Continuous recording of intrauterine pressure gives information about both the amplitude and frequency of contractions. Measurement of the area under pressure curve above baseline Steer et al. (1984) have shown that uterine activity integral correlates closely with the rate of progress in the first stage of labour and have established a level of uterine activity below which progress will not occur. During the second stage the presenting part rotates and descends further down the birth canal until delivery. As in the first stage, progress depends on the position and size of the presenting part, the dimensions of the maternal pelvis and the strength of expulsive forces. However, in the second stage the expulsive forces comprise maternal bearing-down effort in addition to uterine contractions.
It is thought that uterine contractions progressively increase in strength during the second stage, although this has never actually been demonstrated. This increase in uterine activity in the second stage is thought to be due to release of oxytocin from the posterior lobe of the pituitary gland, brought about by a neurohumoral reflex of the type described by Ferguson (1941) . It is postulated that distension of the birth canal stimulates sensory impulses which are carried by the pelvic autonomic nerves to the spinal cord and thence to the supra-optic and paraventricular nuclei in the hypothalamus and the posterior pituitary. In his experiments in rabbits, Ferguson demonstrated that the increase in uterine activity brought about by dilatation of the birth canal was abolished by transsecting the cord.
Using radioimmunoassay techniques, three groups have measured oxytocin levels during labour. Dawood et al. (1978) showed a progressive rise throughout labour, whereas Leake et al. (1979) and Goodfellow et al. (1983) looked at the second stage in particular and showed a significant increase between levels of oxytocin in blood taken at full dilatation and crowning of the fetal head. Goodfellow also showed in his study that epidural analgesia which blocked the pelvic autonomic nerves abolished the rise in oxytocin in the second stage. These studies all provide evidence for the existence in women of a reflex of the type Ferguson (1941) described in rabbits.
The use of epidural analgesia in labour has been paralleled by a marked increase in the incidence of forceps delivery (Hoult et al. 1977 , Paintin & Vincent 1980 , O'Driscoll & Meagher 1980 . A high rate of instrumental delivery is undesirable, both because it deprives the mother of the satisfaction of a normal vaginal delivery and is associated with an increase in both maternal and fetal morbidity (Chiswick 1980 , O'Driscoll et al. 1981 , Lancet 1981 . Experience at Queen Charlotte's Maternity Hospital has been similar. The overall epidural rate rose from 3.9% in 1970 to 58% in 1975, whereas over the same period the instrumental delivery rate, by traction and rotational forceps, more than doubled from 13.9% to 29.6%.
It is postulated that this rise in the incidence of forceps delivery is at least in part due to the abolition of the Ferguson reflex due to blocking of the pelvic autonomic nerves, as demonstrated by Goodfellow et al. (1983) . Since there is an increased instrumental delivery rate in those patients with epidurals in whom cephalopelvic disproportion has clearly been excluded, the need for instrumental delivery must be due to deficient expulsive forces. Maternal bearing down effort is certainly compromised by the lack of sensation, but in the light of the above studies it is thought that there may also be a deficiency in uterine activity. McQueen & Mylrae (1977) showed that by prolonging the second stage there was greater descent of the presenting part and less malrotation, but no overall reduction in the instrumental delivery rate. Maresh et al. (1983) also showed that by allowing the head to descend to the perineum before pushing commenced, there was less malrotation and an increase in the spontaneous vaginal delivery rate from 35% to 50%, although the data did not reach statistical significance. Patients in the study group waited for between 15 and 220 minutes with a mean of 123 minutes.
These studies would indicate that whilst there is some benefit in prolonging the second stage to allow the return of sensation and descent of the presenting part, this does not significantly reduce the need for instrumental delivery. The reduction in uterine activity, thought to be caused by epidural analgesia, is probably a more important factor. In a recent prospective study at Queen Charlotte's Maternity Hospital (Bates et al. 1985) , it was shown that uterine activity in the second stage of labour, measured as uterine activity integral, was reduced by 15% in primipara and 20% in multipara having epidural analgesia when compared with normal maternal controls (P<0.05). This suggests that it may be possible to identify a group of patients having epidural analgesia who would benefit from augmentation of uterine activity in the second stage of labour. Goodfellow & Studd (1979) have already shown in a small study that unselected augmentation of the second stage in such patients reduced the incidence of forceps at delivery from 73% to 43%. Indeed, O'Driscoll has long advocated the use of augmentation in the second stage for patients without epidurals who develop secondary uterine inertia as assessed clinically (O'Driscoll & Meagher 1980) .
We would suggest that it may be beneficial to identify those patients with epidurals who have reduced uterine activity on entry into the second stage and introduce selective augmentation. This might go some way to reducing the high incidence of instrumental delivery associated with epidural analgesia. R G Bates Registrar in Obstetrics & Gynaecology Southlands Hospital, Shoreham-by-Sea, Sussex C W Helm Registrar in Obstetrics & Gynaecology Royal Sussex County Hospital, Brighton
